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Data from the 2000 census indicate that more than 50,000 active-duty military personnel and nearly one million veterans had a same-sex partner (Gates, 2004) . Because the 2000 census identified only individuals who reported a current same-sex relationship, it is likely that the actual number of same-sexoriented active-duty service members and veterans was higher. Gay, lesbian, and bisexual (GLB) individuals comprise a significant proportion of our military forces, yet until very recently, "Don't ask, Don't tell" (DADT) and other exclusionary policies rendered them a largely invisible component of the active-duty and veteran communities (Burks, 2011; Shilts, 1993) . Research on the specific needs of this group has only recently begun (Moradi, 2009) .
Like all veterans, GLB veterans who met length-of-service requirements and were discharged honorably or under general honorable conditions are eligible to receive Veterans Health Care Administration (VHA) services. It is unknown whether GLB veterans utilize VHA services at rates similar to the veteran population as a whole, and it is unclear whether there are unique barriers to VHA care for GLB veterans. Data on GLB health care utilization from civilian samples are mixed, with studies finding comparable or greater rates of mental health care utilization (Grella, Greenwell, Mays, & Cochran, 2009 ), but lower rates of general health care among GLB groups than heterosexuals (Austin & Irwin, 2010; Buchmueller & Carpenter, 2010; Kerker, Mostashari, & Thorpe, 2006) . Concerns about stigmatization and past experiences of discrimination are associated with lower non-mental health care utilization rates among civilian GLB individuals (Burgess, Tran, Lee, & van Ryn, 2007; Clark, Bonacore, Wright, Armstrong, & Rakowski, 2003; Kinsler, Wong, Sayles, Davis, & Cunningham, 2007; Malebranche, Peterson, Fullilove, & Stackhouse, 2004; Mayer et al., 2008) , although research has also found that reporting a major incident of discrimination is associated with increased mental health care utilization for this group (Burgess et al., 2007) .
To provide a context for understanding GLB veterans' VHA utilization, it is helpful to first consider the rate at which all veterans seek health care from VHA. Information from VHA Central Office indicates that in fiscal year 2005 (FY05) , which corresponds to the data collection time frame of the current study, 5.5 million of the approximately 24.5 million U.S. veterans utilized VHA care during that year (22.4%; National Center for Veterans Analysis & Statistics, 2011) . Research based on the Centers for Disease Control and Prevention U.S. 2000 Behavioral Risk Factor Surveillance System (BRFSS) dataset found that 13.1% of veterans utilized VHA services in the past year (Nelson, Starkebaum, & Reiber, 2007) . In the BRFSS study, correlates of VHA utilization included low income, low educational attainment, and racial/ethnic minority status.
In order to evaluate the rates and correlates of VHA utilization among GLB veterans, the present study analyzed cross-sectional self-report data collected over 9 months during 2004 and 2005 from a national sample of GLB veterans. Andersen's Emerging Behavioral Model of Health Services Use (Andersen, 1995 (Andersen, , 2008 , which has been widely used to identify factors related to health care utilization among civilian (Bowen & Gonzalez, 2008; Dhingra, Zack, Strine, Pearson, & Balluz, 2010) , GLB (Datti & Conyers, 2010; Grella et al., 2009) , and veteran populations (Elhai, Grubaugh, Richardson, Egede, & Creamer, 2008; Fasoli, Glickman, & Eisen, 2010; Maguen et al., 2007) was used as the framework for identifying factors associated with lifetime and past-year VHA utilization among GLB veterans (see Figure 1 ). Andersen's model postulates that health care utilization is influenced by a variety of environment and person-specific characteristics including (1) predisposing individual characteristics affecting one's likelihood of accessing care (e.g., age, gender) as well as beliefs or attitudes, knowledge, and values about health or health services that may influence utilization; (2) the presence or absence of enabling resources that make it easier to utilize care, and (3) clinical need for care.
The health beliefs portion of the Andersen model for the present study included whether respondents had concerns about GLBrelated stigmatization (Clark et al., 2003; Kinsler et al., 2007; Malebranche et al., 2004) on the part of VHA providers or other VHA patients. In addition, after accounting for the other aspects of the Andersen model, we evaluated whether three different types of GLB-related stressors experienced during military service were associated with likelihood of VHA utilization: (1) degree of anxiety regarding the need to conceal one's sexual orientation; (2) a history of one or more interpersonal traumas experienced during military service that respondents perceived to be related to their sexual orientation (e.g., physical or sexual assault that was due to GLB status), and (3) a history of one or more stressful experiences initiated by the military to investigate or punish GLB status (e.g., isolated from unit, interrogated about one's own or other's sexual orientation, etc.; see Bowling, Firestone, & Harris, 2005; Burks, 2011; Shilts, 1993) . Based on previous work evaluating the correlates of VHA utilization, we hypothesized that older age, female gender, lower income, lower educational attainment (Haskell et al., 2011; Nelson et al., 2007; Ouimette, Wolfe, Daley, & Gima, 2003) , and greater psychiatric and physical health problems (Fasoli et al., 2010; Maguen et al., 2007) would all be associated with greater likelihood of lifetime and past-year VHA utilization. In order to evaluate whether GLB-related factors have a bearing on VHA utilization, we also tested whether concerns about experiencing stigmatization by VHA providers or other veterans, having a greater degree of anxiety regarding concealing GLB status during military service, and having had either one or more GLBrelated military interpersonal traumas or one or more stressful experiences initiated by the military to investigate or punish GLB status were associated with lower probability of lifetime and past-year VHA utilization For this initial evaluation, we did not separate VHA mental health care from other types of care. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Methods

Participants
A convenience sample of gay, lesbian, bisexual, and transgender (GLBT) individuals (n ϭ 416) participated in a survey regarding veterans' military experiences, mental and physical health, health care utilization, and their relationships. Because this study focused on GLB veterans, individuals who identified their sexual orientation as heterosexual (n ϭ 5) or other (n ϭ 12) were excluded. In addition, those who identified their gender as transgender (n ϭ 28) or other (n ϭ 5) were excluded from the present analysis because of insufficient representation; our aim was to focus on GLB veterans, and although some aspects of their experiences of stigmatization and prejudice are undoubtedly similar to those of GLB veterans, many aspects are likely unique and are best investigated separately (Dean et al., 2000) . Current active-duty military personnel were also excluded (n ϭ 23) as they have not transitioned to veteran status and therefore would be unlikely to have accessed VHA services. Some participants met multiple exclusionary criteria. The final sample was composed of 356 GLB veterans.
Procedure
From May 2004 to January 2005, participants were recruited via national on-line sources and print periodicals that specifically serve the GLBT veterans community and the GLBT community at large using electronic mail lists, websites, and newspapers. No participants were recruited from within VHA. The advertisement directed interested individuals to an Internet address with a link to the study information form. Those interested provided consent to participate and did not disclose any personal identifying information, thus allowing them to remain anonymous so as to provide a safe context for disclosure. Once participants gave consent to participate by clicking that they agreed to the study conditions, a link to the survey was provided. There was no financial remuneration for study participation.
The protocol was approved by the Institutional Review Board under the University of Washington.
Materials
VHA utilization (dependent variables), reasons for not using VHA, and communication with VHA providers about sexual orientation (descriptive variables). Lifetime and past-year VHA utilization status were queried by asking participants whether they had ever used each of 16 specific types of services and whether they had used them in the past year (see Table 1 ). Lifetime VHA utilization was determined to be positive if a participant indicated having used at least one of the 16 services, and the same procedure was used to determine past-year VHA utilization status. Participants who had never utilized VHA services were asked to indicate which of eight reasons were relevant in their decision to not utilize VHA care, including "I have other insurance coverage" and "I am concerned that the VA staff would not accept my sexual orientation." Participants who had utilized VHA were asked whether their VA providers knew about their sexual orientation and how often it was discussed with them.
Individual characteristics (independent variables). Demographic and sociocultural factors. Gender (male vs. female), age (continuously scaled), sexual orientation (gay/lesbian vs. bisexual), and ethnicity (non-Hispanic white vs. minority group membership) were assessed.
GLB adapted health belief factor. All participants were asked to indicate whether they would like to access any of 16 VHA services but do not because of concerns about GLB stigmatization (at least one such service; yes/no).
Enabling resource factors. The following enabling factors were assessed: highest level of education (less than bachelor degree vs. bachelor degree or higher), Medicare eligibility (less than 65 years vs. 65 and older), annual family income (less than Need factors. Posttraumatic stress disorder (PTSD) symptoms were assessed using the PTSD Checklist Civilian Version (PCL-C; (Blanchard, Jones-Alexander, Buckley, & Forneris, 1996) , a 17-item self-report measure that corresponds directly to the DSM-IV-R criteria for PTSD (American Psychiatric Association, 2000) . PCL-C values of 38 for women (Dobie et al., 2002) and 44 for men (Blanchard et al., 1996) were used as cutoff scores for identifying respondents who screened positive for a likely diagnosis of PTSD. Cronbach's alpha for the PCL-C was .95 for this sample.
Depression for the 2-week period preceding survey completion was assessed using the Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001 ). All but one veteran who screened positive for major depressive disorder (MDD) also screened positive for PTSD, so PTSD and MDD status were combined to make the following categories for the logistic regression models: neither, PTSD only, PTSD and MDD. Cronbach's alpha for the PHQ-9 was .94 in the present sample.
Past-year alcohol consumption and alcohol-related consequences were assessed using the Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) . A standard cut score of 8 was used to indicate likely problem-drinking status (problem drinker, yes/no). The Cronbach's alpha for the AUDIT was .80 in the present study.
The health status and health-related quality-of-life of respondents were assessed using the Short Form-8 (SF-8; Ware, Kosinski, Dewey, & Gandek, 2001) . Physical functioning, role limitations due to physical problems, bodily pain, general health, and vitality were assessed using Physical Component Summary (PCS) scores, which range from 0 to 100. Higher PCS scores reflect a greater quality of life (continuous PCS scores were used in the model) and the Crohnbach's alpha for the PCS was .89 in the present sample.
GLB military experiences. Based on information provided by Shilts (1993) regarding the types of challenges GLB military members may have faced when they were banned from military service, we created two original scales to evaluate whether the GLB veteran' in our sample experienced such situations during their military service (Cochran, Balsam, Flentje, Malte, & Simpson, in press ). The first scale was comprised of 26 items and was subjected to a principal components analysis using varimax rotation. The four components identified accounted for 41.99% of the total variance (anxiety around concealment, transition to civilian life, reflections on military career, and degree of support experienced during military). Only the first subscale had adequate internal reliability (Crohnbach's ␣ ϭ .73) and was used in the present study. It is comprised of eight items, and the factor loadings ranged from .371 to .781. Sample items from this subscale include "If I had let people in the service know of my sexual orientation, I probably would have been harmed physically" and "In the service, I was constantly trying to conceal my sexual orientation." Participants responded to each item on a scale from 1 to 5, where 1 ϭ strongly agree and 5 ϭ strongly disagree; lower scores indicate greater anxiety about concealing one's sexual orientation. We used a continuous score for this assessment because virtually all participants reported concealment anxiety to some degree.
The second scale consists of eight items that assess whether any stressful experiences initiated by the military to investigate or punish GLB status occurred during military service, including incarceration, forced psychiatric evaluation, dismissal from the military, or isolation from their unit due to sexual orientation. Because these experiences are individually relatively rare and multiple instances are fairly unlikely to have happened to the same person, we dichotomized this subscale for use in the analyses (any such experience: yes/no).
The Life Events Questionnaire from the Clinician-Administered PTSD Scale (Blake et al., 1995) assesses 16 potentially traumatic events (e.g., natural disasters, accidents, physical assault, sexual assault, etc.). It was adapted to assess whether each trauma type occurred before, during, or after military service. In addition, individuals who endorsed interpersonal traumas, such as physical or sexual assault, during the military were asked whether they perceived that it was due to their sexual orientation (any such experience: yes/no).
Data Analysis
Univariate analyses were conducted on all the predictor variables (chi-square for categorical variables and independent sample t tests for ratio and interval scale variables) to identify which variables differed across veterans who did and did not report lifetime VHA utilization and across those who did and did not report past-year VHA utilization. This was done to reduce the number of variables for the logistic regressions for the following Andersen model categories: demographic and sociocultural characteristics, enabling resources, and clinical need. An alpha level of p Ͻ .10 was used to retain variables with marginally significant differences in the models in order to be more conservative and so as to be sure to take into account things that are typically included in studies of health care use, such as age. Differences between VHA users and nonusers on the GLB variables were also analyzed, but in light of our specific interest in these variables, they were all entered into the multivariate equations. Variables that showed differentiation on either lifetime or past-year VHA utilization status, or both, were used in both the lifetime and past-year regression models to maintain a consistent set of independent variables.
Hierarchical logistic regressions were conducted to determine whether self-reported VHA utilization and nonutilization (both lifetime and past year) could be reliably predicted and if so, by which independent variables; the Wald statistic was used to determine significance (p Ͻ .05). Hierarchical logistic regression was used so that the contributions of the specific aspects of the adapted Andersen model could be examined separately and controlled for sequentially as is typically done when using this model for evaluating factors associated with health care utilization (see Elhai et al., 2008; Fasoli et al., 2010) . The blocks of variables were entered in accordance with Andersen's model as follows: demographic and sociocultural factors (i.e., age, gender with female as the reference This document is copyrighted by the American Psychological Association or one of its allied publishers.
group), GLB-adapted health belief factor (concern about GLBrelated stigma at VHA), enabling factors (i.e., family income, service connection, employment status, years since left military), clinical need factors (i.e., PTSD diagnostic screen status, SF-8 physical component scale score), and GLB-related negative military experiences (i.e., severity of anxiety about concealing GLB identity, history of GLB investigation or punishment, history of GLB-related interpersonal trauma). Cases with missing data relevant to the models were excluded (n ϭ 33).
Results
Sample characteristics are presented in Table 2 . Participants' ages ranged from 19 to 83. Nearly one third of the participants was female, and nearly all (94.4%) identified themselves as gay or lesbian, as opposed to bisexual (5.6%).
Rates of VHA Utilization, Reasons for Not Utilizing VHA, and Disclosure of GLB Status to VHA Providers
The rates of utilization for the 16 VHA services queried for both lifetime and during the past year may be found in Table 1 . The lifetime rate of self-reported VHA utilization for all participants was 45.8% (n ϭ 163), and past-year VHA utilization for all participants was 28.7% (n ϭ 102; see Table 2 for details). The proportion of respondents reporting that they do not access specific services they would like to access due to concerns about GLBrelated stigmatization are also included in Table 1 . Approximately one quarter (n ϭ 91; 25.6%) of respondents said that they avoid using at least one VHA service they would like to access because of concerns about stigmatization, with 55 (15.4%) indicating that they avoid two or more types of VHA services for these reasons. The services that were most frequently avoided were individual counseling, general outpatient medical care, and dental care.
Among those who reported never having utilized VHA, nearly three quarters reported that they have other health insurance, and a small proportion cited concerns that VHA staff or patients would not accept their sexuality. Among those who reported having utilized VHA health care, over one third reported that their VHA providers definitely do not know about their sexuality and one third reported that they talk, at least sometimes, with their VHA providers about issues related to their sexuality (see Table 3 ).
Univariate Associations With VHA Utilization Status
The univariate associations with lifetime and past-year VHA utilization are presented in Table 2 . Lifetime VHA utilization was associated with female gender, older age, unemployment, annual family income of less than $25,000, positive service connection, greater number of years since leaving the military, positive PTSD screen, worse physical functioning, and history of at least one This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
interpersonal trauma during military service related to respondent's GLB status. Past-year VHA utilization was associated with all of the same variables as lifetime utilization except for the following differences: years since leaving the military was not associated with past-year utilization, whereas greater concerns about GLB-related stigma on the part of VHA providers and patients and greater anxiety about GLB-related concealment during military service were positively associated with past-year utilization. Variables that were not associated with either lifetime or past-year VHA utilization included ethnicity, sexual orientation (i.e., lesbian/gay vs. bisexual), educational attainment, Medicare eligibility, relationships status, military discharge status, years since leaving the military, size of community, depression status, and problem drinking status.
Multivariate Predictors of Lifetime VHA Utilization
Hierarchical logistical regression analysis found that lifetime VHA utilization was predicted by positive service connection, positive screen for both PTSD and depression, and history of at least one military interpersonal trauma that was related to respondents' sexual orientation (see Table 4 ; note that a positive PTSD screen alone did not add significant variance to the model). Odds ratios (ORs) indicate that whether participants were service connected was the main determinant of whether they had ever used VHA services, with those reporting service connection being more than 11 times more likely to have received services (OR lifetime: 11.37). Additionally, those who screened positive for both PTSD and depression were nearly twice as likely to have ever obtained VHA care (OR lifetime: 1.77) and relatedly, those who reported at least one interpersonal military trauma that was perceived to be GLB-related were nearly twice as likely to have ever received VHA care (OR lifetime: 1.82). The Hosmer and Lemesow Test for the final model suggests that there is not a significant lack of fit ( 2 statistic ϭ 2.3, df ϭ 8, p ϭ .97).
Multivariate Predictors of Past-Year VHA Utilization
Hierarchical logistical regression analysis found that past-year VHA utilization was predicted by female gender, positive service connection, positive screen for both PTSD and depression, lower This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
physical functioning, history of at least one military interpersonal trauma that was related to respondents' sexual orientation, and having no history of stressful experiences initiated by the military to investigate or punish GLB status (see Table 4 ; note, again, that a positive PTSD screen alone did not add significant variance to the model). Again, the strongest correlate of past-year VHA utilization was service connection status, with those who were positive on this factor being more than 10 times more likely to have received recent VHA care (OR past year: 10.35). In addition, women were twice as likely to have used VHA services in the past year than were men (OR past year: 2.05), those with both PTSD and depression were nearly twice as likely to use VHA (OR past year: 1.78), and those with worse physical health were somewhat more likely to use VHA (OR past year: 0.95). With regard to the GLB variables, those who had at least one stressful experience initiated by the military to investigate or punish GLB status were less than half as likely to have used VHA in the past year (OR past year: 0.42), whereas those with at least one GLB-related interpersonal military trauma were more than two times more likely to have used VHA in the past year (OR past year: 2.16). The Hosmer and Lemesow Test for the final model suggests that there is not a significant lack of fit ( 2 statistic ϭ 8.2, df ϭ 8, p ϭ .41).
Discussion
The present study is the first to evaluate the rates and correlates of self-reported VHA utilization among GLB veterans. Nearly half (45.8%) of the GLB veterans surveyed reported lifetime VHA utilization, and almost 29% reported VHA utilization in the past year. The rate of past-year VHA utilization seen in our sample is approximately 6.3% higher than the VHA Central Office estimate of the rate of past-year VHA utilization among all veterans in fiscal year 2005 (National Center for Veterans Analysis & Statistics, 2011) and two times higher than the rate reported by Nelson and her colleagues (Nelson et al., 2007) . This finding mitigates concerns that GLB veterans may disproportionately not utilize VHA care.
Our findings from the multivariate hierarchical logistical regressions further indicate that lifetime VHA utilization was associated with positive service connection, positive screen for both PTSD and depression, and history of at least one GLB-related interpersonal trauma while in the military. Past-year VHA utilization was associated with positive service connection, female gender, greater clinical need, GLB-related interpersonal trauma, but having no history of stressful experience initiated by the military to investigate or punish GLB status. Anxiety regarding the concealment of one's sexual orientation during military service did not add significantly to the multivariate models nor did concerns about GLB stigma at VHA.
It is noteworthy that positive service connection for a militaryrelated disability, positive screen for both PTSD and depression, and history of military interpersonal trauma that was related to respondents' sexual orientation were all significantly associated with both lifetime and past-year VHA utilization, suggesting that the nature of a trauma adds appreciable variance to the likelihood of utilizing care at VHA for these veterans. Although we originally hypothesized that GLB-related military traumas would be associated with lower rates of VHA utilization, data from the civilian sector on the impact of hate crimes against GLB individuals suggests that distress is greater in the aftermath of such traumas than traumas that do not involve hate crimes (Herek, Gillis, & Cogan, 1999; Herek, Gillis, Cogan, & Glunt, 1997) , and there is some evidence that GLB-related discrimination is associated with greater mental health care utilization (Burgess et al., 2007) . It will be important for future studies to evaluate this finding, but if replicated, it may suggest that GLB veterans with histories of military interpersonal trauma that was related to their sexual orientation are more likely to utilize VHA than their peers without such trauma histories. If this holds true, it will be especially important for VHA providers to be sensitive to this added level of trauma complexity by carefully assessing for it and taking it into account in treatment planning (Kaysen, Lostutter, & Goines, 2005; Martell, Safren, & Prince, 2004) .
In contrast, GLB veterans who experienced at least one stressful experience initiated by the military to investigate or punish their GLB status, such as being interrogated regarding sexual orientation, forced to leave the military due to sexual orientation, or isolated from one's unit due to suspected homosexuality, were significantly less likely to have utilized VHA in the past year. It is possible that undergoing GLB-related stressors that were initiated by the military led to a deeper mistrust of related structural entities such as VHA, unlike GLB-related traumas, which were presumably not initiated by the formal military structure. However, this factor did not significantly influence lifetime VHA utilization, and it will be important to see if the relationship with more recent VHA utilization is replicated in other study samples.
Unexpectedly, we found that GLB veterans' concerns about how they would be treated at VHA did not add significantly to the multivariate models regarding lifetime and past-year VHA utilization, although in the univariate analyses greater concern regarding stigma was associated with greater likelihood of utilizing VHA health care in the past year. Again, this was contrary to our hypotheses and should be evaluated in future studies. However, because approximately a quarter of the overall sample reported avoiding at least one type of VHA service due to concerns about stigma toward GLB individuals, our findings indicate this is an area in need of attention by VHA (Clark et al., 2003; Malebranche et al., 2004) . The types of services most frequently avoided due to concerns about stigma included individual counseling, general outpatient medical care, and dental care. Because concerns about stigma may influence other outcomes of interest to VHA, including treatment progress, patient relationships with providers, and patient satisfaction with care, it is critical that VHA address discriminatory practices or attitudes on the part of staff or other veterans. It would also be beneficial for VHA to engage in direct outreach to GLB veterans to help dispel concerns about stigma and to foster greater confidence that they will be treated with respect and dignity. This is especially urgent in light of recent findings from the 2005-2010 Massachusetts State BRFSS data set indicating that GLB veterans are two times more likely than their heterosexual peers to be at risk for having seriously considered suicide in the past 12 months (Blosnich, Bossarte, & Silenzio, 2012) . Given the substantial increased risk for GLB veterans, these findings suggest, along with our finding that individual counseling may be especially avoided by GLB veterans, that it is critical that VHA remove as many barriers to care as possible, including perceptions that VHA may not be welcoming of GLB veterans. This document is copyrighted by the American Psychological Association or one of its allied publishers.
It is also of concern that nearly 37% of the GLB veterans who have obtained VHA services are certain that their VHA providers do not know about their sexual orientation and that another 43% of GLB veterans indicate that their providers might or definitely know but that sexual orientation-related issues are rarely, if ever, discussed. This finding is consistent with GLB patient-provider relationships in civilian settings, where providers are often uncomfortable addressing issues germane to sexual orientation (Hinchliff, Gott, & Galena, 2005) , and GLB patients' perceptions of such provider unease have been found to negatively influence health care utilization rates (Clark et al., 2003; Kinsler et al., 2007; Steele, Tinmouth, & Lu, 2006) . In the present study, this finding may be due to provider discomfort or veterans themselves preferring to keep this information private from health care providers (Mayer et al., 2008) . Lack of open communication about sexual orientation could compromise the quality of care that GLB veterans receive as well as their overall health; this is therefore another important issue for VHA to address.
Consistent with Joint Commission hospital accreditation guidelines, VHA is in the process of revising its nondiscrimination policies for veteran patients to include sexual orientation (www .jointcommission.org/lgbt/; The Joint Commission, 2012). Along with this important policy step, it is critical that VHA provide thoughtful training to staff regarding GLB as well as transgender veterans that facilitates providers learning how to sensitively assess sexual orientation and whether it is related to any of the veterans' presenting complaints, as well as stresses the importance of creating a nonjudgmental and open atmosphere that promotes disclosure. This may be an especially important next step given our findings that GLB veterans are in fact entering and using VHA, but are unlikely to openly discuss their sexuality with health care provides. Staff training in assessing the types of discriminatory experiences these veterans may have had while in military service as well as prior to and following service and how to document this information in the medical record while taking into account the individual veteran's preferences regarding privacy is also critical.
Although the present study represents an important addition to the literature, it also has a number of limitations. First, these self-report data are cross-sectional, and we therefore cannot assume causality between the factors in the regression models and VHA utilization. Second, we did not include a comparison sample of heterosexual veterans, and therefore we cannot draw firm conclusions about the similarities and differences between our GLB veteran participants and other veterans with regard to their rates and correlates of VHA utilization. Third, we did not ask all participants whether they have health insurance other than VHA. Fourth, although the sample was recruited from community-based venues rather than from VHA facilities, the sample is fairly homogeneous, being composed of mostly male, gay or lesbian (as opposed to bisexual), and white respondents. Indeed, the sample had a greater proportion of non-Hispanic white veterans (nearly 88%) than the overall veteran population during 2005 (81%; http://www.va.gov/vetdata/Veteran_Population.asp). Additionally, the present sample is markedly younger than the overall veteran population was in fiscal year 2005 (present sample mean age: 45.4; overall veteran mean age: 59.2; http://www.va.gov/vetdata/Veteran_ Population.asp). However, it is noteworthy that the proportion of female respondents was about 30%, which is markedly higher than the proportion of female veterans overall during 2005 (7.1%; http://www.va.gov/vetdata/Veteran_Population.asp). Thus, our sample is not representative of the overall veteran population with which we are comparing VHA utilization rates. It is possible that the markedly larger proportion of women veterans in the present sample relative to veterans overall is contributing to the relatively high rates of VHA utilization reported by our sample, though this may be offset by the fact that the present sample is, on average, nearly 15 years younger than the average age of veterans at large. The rate of past-year VHA utilization among the men in our sample was 24.6%, which is only slightly greater than the rate for veterans overall. This is in contrast with 38% of the women in our sample reporting having used VHA services in the past year. This finding is similar to gender differences reported in the civilian literature, with women reporting higher medical care service utilization than men (Bertakis, Azari, Helms, Callahan, & Robbins, 2000) . Finally, these results are based on a convenience sample rather than a sample of randomly identified participants. Therefore, it may differ from the general population of GLB veterans in additional unknown ways. As it becomes more acceptable to include questions about sexual orientation in demographic assessment instruments used in VHA and veteran studies, it will become possible to obtain more representative samples and to identify whether there are important differences between GLB and heterosexual veterans that need to be taken into account in various clinical settings.
In conclusion, by using official information from VHA as the basis for comparison, we found that GLB veterans appear to access VHA at generally the same or higher rates than the overall veteran population. However, this finding needs to be viewed in light of the relatively large proportion of women in our sample. We also found that even when standard aspects of Andersen's Emerging Health Behavioral Model were accounted for, military interpersonal trauma that was related to respondents' sexual orientation and having no history of stressful experiences initiated by the military to investigate or punish GLB status were associated with use of VHA services. In addition, our findings that a substantial proportion of GLB veterans who utilize VHA do not have open communication with their providers about their sexual orientation and that a sizable minority avoid using at least some VHA services due to concerns about stigmatization suggest that VHA should strive to bring its care of all veterans into alignment with its core mission and values. Although DADT has now been repealed and henceforth GLB military personnel may legally serve openly, many GLB veterans undoubtedly carry painful memories of discrimination and trauma from their military service that may influence their decisions whether to receive their health care from VA, and it will be important that VA be welcoming and ready to meet their needs. Those experiences of discrimination and trauma will also need to be sensitively assessed and taken into account in treatment planning.
